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THE study of some cases of agoraphobia under psychotherapy for a prolonged period gave me the opportunity of observing that they ran a phasic course. I remember particularly the case of a physician whose considerable psychological understanding provided the opportunity for a special study of all his morbid experiences. I saw his agoraphobia increase and diminish like the rise and fall of the tide, basically independent of the outcome of the psychotherapeutic analysis.
Among the various works dedicated to the study of agoraphobia there are two predominant interpretative schools or tendencies. The more classical considers agoraphobia as a manifestation of an obsessive personality, and the problem is one of studying obsessive personalities as variants of psychopathic personalities. Arising out of this are the psychopathological studies which regard obsessions as primarily determined by a disturbance of thought.
The other interpretation springs fundamentally from psychoanalysis. Phobias, like obsessions, are considered to be rooted in repressed complexes, so that external or internal conflicts are manifested literally or symbolically in some definite symptom which is the phobia or obsession. According to this interpretation, the difference between phobias and obsessions lies in the more or less symbolic character of the symptoms unrelated to the determining experiences or complexes.
The observation made of the phasic course of cases of agoraphobia led me to think of the possibility of a middle road between these two interpretations. This middle road would allow the approximation of these cases to other diseases with a phasic course in psychiatry. It is well known for instance that mania and melancholia show an essentially phasic course even though the disease from the clinical standpoint has a constitutional basis in the majority of cases. Later I observed many patients diagnosed as anxiety neurosis or anxiety reaction, whose study, no matter how profound and detailed it was, did not always reveal the existence of a psychogenic mechanism. Nor was their cure brought about by the discovery of an apparent psychogenesis. Further, the supposed anxiety neurosis or anxiety reactions also had a phasic character similar to the cases of agoraphobia mentioned above.
To investigate this relationship I proceeded to:
(1) Group all cases of obsessions, phobias, and anxiety reactions with a phasic character.
(2) The study of the psychological structure common to all these cases.
(3) A search for a biological basis explaining their phasic course, and their evolution independent of the diverse external or internal events in the individual history.
The manic-depressive psychosis offered a good model for these studies. The manic or melancholic phases are classically characterized by the presence of three primary symptoms recognized by Kraepelin. Mania: (1) Euphoria, (2) Flight of ideas, (3) Psychomotor excitation. Melancholia: (1) Depression or sorrow, (2) Inhibition (retardation) of thought, (3) Psychomotor inhibition.
Subsequent psychopathological analyses showed that in melancholia the retardation of both thought and psychomotor activity is a simple expression of the fundamental experience of the melancholic, which is depression or sorrow. The correlative process occurs in mania. The problem then boiled down to finding out whether the melancholic patient's sorrow has something distinguishing it qualitatively from ordinary normal sorrow. Psychiatrists are divided in their opinions on this point although there is a slowly growing tendency for the majority to admit a qualitative difference between the sorrow of melancholia and the sorrow experienced by a normal person receiving sad news. However, acceptance of this is not general.
Yet it is evident that the sadness of the melancholic patient is unmotivated, whereas the sadness of the normal person is produced by an external event. This is so because, from the psychopathological viewpoint, there are two planes of feeling, namely, reactive or directed feelings, and vital feelings. The former depend upon occurrences or events in the subject's environment which impinge upon him. The latter which we, following Scheler, call vital feelings, arise from the subject's organic make-up.
The vitaf feelings would correspond roughly to what has been called coenesthesia. Every individual is aware of how he feels at a given moment. He is aware of the feeling of freshness, of lassitude, of malaise and of fatigue. In this group of global sensations should be included two others, fundamental from the pathological point of view, namely, sadness and anxiety, which, in order to distinguish them from those caused by external events, should be called vital sadness and vital anxiety. They are essentially internal experiences arising from a functional disturbance. It is debatable whether these global experiences correspond to a sum total of the thousands of isolated perceptions that make up coenesthesia, or are another primary experience; that is, they do not come AUG.-PSYCHIAT. 1 into our conscious life as the crystallization of an integrative process but as an immediate unrelated experience in itself. The melancholic patient besides being sad, refers to sensations of precordial or abdominal oppression, and at times to diffuse pain in the limbs. This associated series of sensations is more coenesthetic in character than is the sadness itself.
Where there is the clinical picture of vital anxiety (not reactive or psychogenic), I suggest this group should be isolated and called Anxiety Timopathy. This would be one of the various morbid groups of endogenous origin which we shall presently describe. This group includes a majority of so-called anxiety neuroses, many obsessive neuroses and some other cases scattered in various nosologic groupings. The features in common in this group are: similar range of symptoms, the same pathogenic basis and the same response to treatment.
The primary symptom of anxiety timopathy is vital anxiety. The patient describes it in various ways. A peasant, for example, comes to my clinic complaining of tremors and rapid breathing, symptoms that become more marked in the presence of the physician. In this case, the physical symptoms which might at first glance be interpreted as psychogenic, are really the expression of a state of anxiety which he does not know how to describe. There are other cases in which anxiety can be present and manifest itself in various sympton-s without being known as anxiety by the patient. However, these cases are in the minority. Most patients express a feeling of restlessness, a dread that "something is going to happen". It is the feeling of a vague danger threatening them from they know not where. In describing this, we might say in the language of existentialism that the danger comes from nowhere. In reality it is an internal experience and the feeling of danger arises from the self. The patients may speak of their dread of going mad or of something happening to them in the head. Both forms of expression refer to an internal experience which a psychological analysis always finds represented by the threat that the self might lose control over his acts. Anxiety then is a fear ofdisintegration of the Ego and in consequence there looms the possibility of acting on the instinctive drives, especially the instinct of aggression. Classification
Clinically, all the diseases which go to form the timopathic group may be classified as follows: 1st. Strictly speaking the manic-depressive psychosis should be set at one end of the series. In it, the most common forms are the melancholias. As well as the typical melancholia, there are two other forms to which we would draw attention, namely, the inhibited and the anxious. Besides vital sadness, I feel that inhibition and anxiety should be included in the clinical picture as primary elements. This would explain why there are typically inhibited depressions without sadness.
The depressions with anxiety bridge the transition between the typical deoressions and the clinical picture of vital anxiety. Leonhard has attempted to isolate an "idiopathic anxious melancholia" which is clinically distinguished from the classical melancholia by the presence of anxiety and which furthermore presents certain hereditary characteristics and constitutional peculiarities. Yet there are patients in whom the phase at times appears as one of anxiety and at other times as pure depression or even an inhibited depression. This suggests that in enumerating these clinical pictures we should not proceed to set up independent disease types but to establish clinical types distinguished by the accentuation of one symptom or another within the same syndrome.
2nd. Anxiety timopathy.-The term timopathy suggests the affective nature of the illness, and the epithet "anxiety" serves to point out that vital anxiety is its fundamental or primary symptom. Anxiety timopathy does not totally undermine or destroy the concept of anxiety neurosis. Just as there are reactive melancholias characterized by a sadness due to some external event and hence psychogenically produced, there are also reactive anxiety states. The causal conflict may be conscious or unconscious, external or internal, but the presence of a causal situation or conflict is required in order to establish this diagnosis. With the separation of anxiety timopathy based on a nucleus of vital anxiety, the scope of anxiety neurosis is markedly reduced. Evidently there are transitional forms, and a very important problem in the individual analysis of the clinical cases consists in discerning up to what point the anxiety is vital, and to what extent personal or reactive factors are involved.
3rd. I propose to consider in this group those cases called chronic fatigue. The patients feel completely overcome by a vague sensation of fatigue not caused by any external agent. This problem has been studied from many points of view and each study has arrived at some truth. UJndoubtedly, there are cases of fatigue due to exhaustion especially when the organism functions under extraordinary circumstances like war. There is also such a concept as constitutional fatigue, a manifestation of the constitutional variant of the personality known as the asthenic personality. This variant should not be conceived as projected solely on the somatic plane as in the old constitutional asthenia of Stiller, but also on the psychic plane. But aside from these two groups there exist others probably forming the majority, characterized by fatigue that appears periodically. They last during certain periods of life, disappear and perhaps reappear after several years. Apart from the symptomatic characteristic, this type of fatigue shows other features in its course which brings it closer to the phasic diseases. It is a fatigue that presents itself in the morning following a night's repose and diminishes in the course of the day even though the patient may have been active. The early evening hours are the best for the patient. Now if this were an exogenous fatigue, his feeling would run a contrary course. If it were subjected to a more detailed analysis, its vital character would be more easily recognized.
4th. I propose to include in the timopathic group those typical cases of organ or visceral neurosis.
In the same manner that the depressions with anxiety form the transitional span between the typical depressions and the anxiety timopathy, the organ neuroses form the transitional bridge between anxiety timopathy or typical vital anxiety and the true neurosis. There are two primary reasons why the visceral neuroses come closer to anxiety timopathy, namely: (1) their phasic course in many cases; (2) the prevalence of anxiety as the primary symptom in the clinical picture. As a general rule, anxiety is the dominant symptom in cases of respiratory, gastric, cardiac neuroses, &c. In neurocirculatory asthenia one of the basic symptoms is anxiety. A detailed analysis of the genesis of this anxiety shows that, in general, anxiety is primary, unmotivated and not attributable to an outside situation or an internal conflict. Of course, one commonly meets cases in which the patient has subsequently developed a secondary anxiety produced by the disease itself or rather by a reaction of the Ego or the personality. Between the two (primary and secondary anxieties), a true vicious circle may well be set up. (3) The primary character is the oft-repeated fact that visceral symptomatology imputed to a certain organ may in another phase be manifested in another organ or on a different somatic plane.
There is a strong suggestion from the results of clinical observations and therapeutic results that the vital alterations may be linked one way or another with diencephalic regulation. Often, alterations of instinctive life whose diencephalic regulation is evident appear in all these groups. The melancholic's sensation of dryness of the mouth is a mild expression of the disturbance in the subjective plane of the instinct of thirst. The sexual alterations are obvious. In many cases I have observed instability of weig4t of a cyclic character the diencephalic origin of which appears to be clear.
Treatment.-If thie majority of the cases of anxiety were grouped under anxiety neurosis or anxiety reaction, it would be. logical to think that the most adequate treatment is psychotherapy. Among the various forms of psychotherapy, psychoanalysis has undoubtedly been the most successful. Apart from these cases, however, there are other forms of anxiety which are no more than mere symptoms of a psychotic crisis, for example, the anxiety accompanying some initial clinical pictures of schizophrenia, the above-mentioned forms of anxiety-melancholia and the anxiety crisis of cerebral traumata under certain situations of conflict. In each of these cases the most adequate and rational therapy would depend upon the fundamental disease, one of whose manifestations is anxiety. I would suggest that the majority of cases ordinarily diagnosed as anxiety neurosis are of somatic origin. In our experience a somatic treatment rather than psychotherapy will give much better results.
In evaluating the therapeutic results of all anxiety cases, one should bear in mind the phasic course of the majority, and their tendency to a spontaneous remission. This explains many successes credited to psychotherapy. The disease continues to evolve during the period of psychotherapy or psychoanalysis so that the active phase may remit spontaneously at any moment. Naturally the psychotherapist supported by his convictions of the efficacy of psychotherapy concludes that the successful outcome is due to his efforts. I personally have had this experience.
Nevertheless, psychotherapy has its own particular merits. It prevents the crystallization of anxiety into symptoms like phobia and the setting up of vicious circles. Furthermore, in every case it lends support during the whole critical course to the patient, who oftentimes cannot be restored. Psychotherapy should always be maintained even after a somatic treatment has been decided upon. I have attempted elsewhere to demonstrate how the phasic course appeared in the first clinical histories published by Freud with the diagnosis of Anxiety Hysteria. I refer particularly to the case of Emy found in the Complete Works of Freud. After Freud's first treatment the disease recurs twice and in each recurrence the phobic content changes. Freud himself implicitly admits the presence of an extra-psychological factor which he calls neurotic, in the consideration of this disease.
Starting out then from the vital character or the basic biologic structure of this disease and the established analogy between anxiety timopathy and endogenous melancholia, it was logical to think that in both, identical treatment could be utilized. The excellent results obtained by treating the majority of melancholics with convulsive therapy are well known. Yet, there were two main reasons against the use of electro-convulsive therapy in many cases of anxiety timopathy, namely: (1) there is a disproportion between the intensity of the treatment and the disease to be treated; (2) the very presence of ahixiety in the patient caused a repugnance to this type of treatment. Certainly that which subjectively provokes greater suffering to the patient, who is a victim of anxiety, is precisely the fact that electro-convulsive therapy produces a dissolution of the continuity of consciousness. The physical discomforts, including amnesia, following convulsions are of minor importance to him. However, in cases of deeply-rooted anxiety, pertaining more to the group of anxiety-melancholy than to anxiety timopathy, electroconvulsive therapy is indispensable. In such cases we prefer to administer the treatment at bedtime. Pentothal favours the onset of sleep and, after electroshock, we use a strong dose of escofedal (morphine-scopolamine) or a barbiturate causing a deep slumber lasting till the next morning. Therapy is thus made more bearable. The Use of Acetylcholine After a search for a more useful and expedient treatment of anxiety timopathy, I decided on acetylcholine. Fiamberti had proposed the treatment of schizophrenia with convulsive doses of acetylcholine. He utilizes the bromide (pragmoline) in the dose of 06 gramme. Injected intravenously P5oceedings of the Royal Society of Medicine and with adequate rapidity of injection he obtained a convulsion with loss of consciousness, preceded by vegetative phenomena corresponding to intense parasympathetic stimulation. The patient develops sudden violent cough, precordial oppression, lacrimation, facial rubor, &c.
In anxiety timopathy, the treatment should start with small intravenous doses which are progressively increased depending on the tolerance of the patient, until a convenient vegetative shock including a transient loss of consciousness is produced. If this progressive dose is given at proper intervals, the patient soon loses his apprehension and tolerates it perfectly. He should be properly informed of the discomforts he may experience. The sensitivity of each patient must be determined with the first injection. The two main points to bear in mind are: (1) amount of acetylcholine injected; (2) rate of injection. By varying these two factors we can modify the observable reaction.
The first injection must thus be tentative, the doses being one-quarter of the maintenance dose (0-2 gramme) over a period of time of a minute. The reactions consist in: difficulty with breathing felt by the patient as a feeling of oppression in the chest, cough, flushing sensation in face and limbs mainly. The pulse slows down and, at the peak of the reaction, may stop for a few seconds, and then rapidly recover the normal rate. The effects of the injection vanish quickly and the patient can get up five minutes after the pulse-rate becomes normal. The dose is increased by a quarter in each following injection until the full maintenance dose is reached (0-2 gramme). The rate of injection is made more rapid up to 20-30 seconds varying according to the sensitivity of the patient.
The injections are given twice or three times a week; in severe cases they can be given daily. We ordinarily do not use the doses indicated by Fiamberti for schizophrenia. We prefer acetylcholine chloride (Roche). It is convenient not to fix the total number of injections. Many cases, however, recover with a treatment consisting of three injections a week for twelve weeks.
Acetylcholine may act mainly as a central diencephalic stimulant. It has been several years since acetylcholine was administered intramuscularly for the symptomatic treatment of anxiety on the theory that the anxiety crisis is of sympathicotonic nature and that acetylcholine has a vagotonic action. However, the effect if given intramuscularly is nil. On the other hand I have tried a combination of acetylcholine-and prostigmin intramuscularly with the aim of avoiding its rapid decomposition, thus giving time for its parasympathetic stimulating action to be effective. The results have not been convincing. We have also tried the intravenous use of acetylcholine following an intramuscular injection of Prostigmin. In these cases the vegetative shock is so intense as to produce a true acetylcholine-induced collapse and yet the results are no better. For this reason I have refrained from continuing this technique and I have returned to the standard regimen I mentioned. This standard technique is simple and involves no risks. There is no need for hospitalization and the treatment can be carried out in the patient's home. The injection is given before breakfast or dinner, that is, when the stomach is empty.
In an estimated number of about 12,000 injections, we have never had a single accident. Some physicians believe that acetylcholine, having been used as a hypotensive drug, would be contraindicated in patients with hypot&nsion. As I see it, hypotension is not an independent syndrome but in many cases one of the manifestations of a clinical picture of vital asthenia. As the whole syndrome improves with this treatment, the hypotension is relieved. In some cases, however, the syndrome of vital asthenia improves but the hypotension persists though the patient is unaware of it.
In evaluating the results obtained with the above therapy and in making a catamnesis of cases treated several years back, we should bear in mind certain aspects. If the tendency to a phasic course is very evident in the cases, the phases may lessen the good percentage of recoveries. Dedichen, after a study of the results obtained with electro-convulsive therapy on melancholia, has concluded that the result is nil. This conclusion would be true if the therapy is evaluated from the viewpoint of avoiding fresh attacks. It is false, however, if we consider the therapeutic efficacy on each phase. Is it not worth while to shorten to two or three weeks a melancholia destined to last six, eight or ten months? Is it nothing to give relief on the third or fourth therapeutic application to a despondent patient who is furthermore exposed to the danger of suicide?
In timopathy a similar improvement occurs, but in many cases the phasic character is not as deeply rooted as that of melancholia. After several years the difference between the treated and the untreated is very evident. As already mentioned, the rapid curtailment of anxiety impedes the formation of symptomatic patterns and the setting up of a vicious circle which makes later therapy difficult. There is a great deal of difference between treating an agoraphobia in its first few weeks of development and initiating the treatment several years later after the pattern of life has been built upon the agoraphobia.
Recently I have made a study on patients treated five years ago. I took the first 100 cases diagnosed as anxiety timopathy in 1945. Of these 100 patients, 19 refused treatment. Of these 19 cases 3 recovered spontaneously; 3 improved sufficiently to carry on a normal life; the remaining 13 are still in the same condition as when first seen.
Of the 81 cases treated, 31 recovered completely with no recurrence; 13 had recurrence within a period of one to three years subsequently followed by recovery; 18 improved sufficiently to carry on a normal life and resume their jobs; 19 had no improvement. Of the 13 cases with recurrence, 5 were treated again and they recovered; in 6 others the symptoms were so mild that the patients were not hindered from carrying out a normal life; the 2 remaining who did not come back for treatment continue to be in the same state. We can count on a 60 % recovery. Of the 40 remaining patients, 19 refused treatment, 19 did not respond and 2 had a relapse after the first treatment.
If the groups of cured and unimproved cases are compared, we find that-In the recovered cases: (1) There are more women than men (22 to 19).
(2) There are about the same number of asthenic as pyknic types (10 and 11). (3) There are 11 cases whose course is less than a year, and 3 cases that do not exceed three years. (4) The symptomatology is acute (anxiety crises and phobias).
In the unimproved cases: (1) 12 are males and only 7 females.
(2) The pyknic body build is predominant.
(3) There are only 3 cases whose course is less than a year while there are 13 lasting more than three years, 10 more than four years. (4) The symptomatology is more somatic and less acute.
The symptoms that recur more frequently and are more resistant to treatment are headache, nuchal paresthesias and obsessions. X2= 3-359 P = 0-65 Conclusion.-The results of therapy do not depend upon the constitutional type of body build. However, from my experience over a wide range of patients I feel that pyknics respond better to treatment than asthenics.
In all these cases we did not use any special form of psychotherapy. Undoubtedly in some cases with persistent symptoms, we would bring about a better adjustment of the patient to life by completing the biologic treatment in conjunction with psychotherapy.
Acetylcholine is not the only drug we have used. In my clinic we have tried other preparations always bearing in mind the diencephalic genesis of vital anxiety and the possibilities of treatment by means of vegetative stimulants on the diencephalon. In the last two years we have tried the intravenous use of ammonium chloride and picrotoxin, nicotinic acid and other drugs in an attempt to establish different indications according to the symptomatology. We have not, however, yet obtained precise therapeutic criteria. Ammonium chloride has given encouraging results but we have discarded picrotoxin.
In conclusion, we believe that there are many possible avenues of treatment if we consider that numerous cases of the so-called anxiety neurosis spring from an endogenous and vital basis even when they are accompanied by superimposed psychogenic symptoms.
Dr. William Sargant: Those of us who heard Professor Ibor talk on "The Selective Indications for Shock Treatment" at the last International Congress of Psychiatry in Paris, in 1950, are already aware of the detailed study he has made of many aspects of biological treatment in psychiatry.
I was interested in his observations at that meeting that some patients with anxiety states could be helped by a modified form of Fiamberti's acetylcholine shock treatment for schizophrenia, a technique hitherto neglected in this country. When invited to visit Spain and Portugal last spring, I was able to see this treatment at Professor Ibor's clinic in Madrid, and on my return we decided to experiment with its use at St. Thomas's Hospital. Since July 1951 five out-patient treatment clinics a week have been organized for this treatment.
These have been mostly carried out by Dr. R. M. Phillips, working with a whole-time clinical research grant for the investigation of such problems. He has provided the statistics I shall quote and has shouldered the main burden of starting this work. Dr. E. D. Barlow, on another whole-time research grant, is working in conjunction with the Medical Professorial Unit at St. Thomas's on some of the physiological problems involved in this and other shock therapies. Dr. J. T. Hutchinson has also been helping with some EEG and ECG studies on patients undergoing treatment.
The details of the technique have been described by Professor Ibor and those who wish to can see it at St. Thomas's Hospital. I should mention, however, that we wasted quite a lot of time till we confirmed Professor Ibor's observation that the Roche preparation of acetylcholine chloride, which has to be mixed just before injection, seems the most satisfactory one for treatment purposes, as opposed to other preparations available already made up in solution; these seem to produce much more variable reactions and, possibly due to a preservative in the solvent, may thrombose the veins with repeated intravenous injection.
We have now given over 1,400 injections to more than 70 patients. We have had to stop treatment on only 2 patients because of apparent growing hypersensitivity to the drug. Bad reactions can generally be controlled by lowering the dose, or slowing the speed of injection; and, as reported by Fiamberti, Ibor and others, it has not as yet appeared to be unduly dangerous in trained hands. For instance, 12 patients aged 45 or over have been treated without apparent ill-effects except for hypersensitivity in one, the oldest being a male patient of 61 years of age who has had 19 injections, while a female patient of 59 has had 63 acetylcholine shock treatments. At another hospital to which I am attached, however, a mild coronary thrombosis has recently occurred in one patient four hours after injection though the relationship to the treatment is uncertain. One should obviously be cautious in the presence of heart disease, and a preliminary ECG seems advisable in the older age group when in doubt.
Physiological effects can certainly be marked. (Slides were projected showing temporary stoppage of heart and alterations of brain waves.) Fortunately these effects are generally over very rapidly, as the acetylcholine injected is quickly destroyed by cholinesterase in the blood-stream.
At first we tried the method on a random sample of anxious and hysterical patients, to try to find if any particular group of them might be helped by it, and to get as early an idea as possible of those unlikely to be helped. We were frankly disappointed with the initial results obtained. It has only been with a better selection of patients, based on our early findings, that results have become more interesting and, research funds permitting, we shall try to continue this work till we are quite certain whether or not it really fills a treatmentneed not provided by other physical or psychological treatments already available. At present we are inclined to think that it might prove to do so in, at any rate, a small group of patients. I shall summarize the early impressions of those of us working on this problem: Crude statistics so far suggest that 25% of the first 64 patients have been greatly helped and another 200% improved. Of the remainder, 20% are, to all intents and purposes, unchanged, another 10% showed temporary improvement followed by relapse, despite continuation of treatment, and 22% refused to continue, generally after one or two treatments. The remaining 3 % consist of a patient admitted to hospital after 4 treatments and one who stopped attending after 5 treatments.
Studying the results clinically, we have not so far found that it helps the hysterical patients more than any other new treatment with a highly suggestive value. It has not yet been of very much help to those complaining of phobic and anxiety symptoms and also having an immature personality and an asthenic habitus a syndrome we so often label as anxiety hysteria. Many of these patients have become more frightened by the treatment reactions than by their normal attacks of panic.
Where we have become interested in its results at the present time is in a small number of what can best be described as severe tension or phobic states in mildly obsessive personalities. These patients do not resort to hysterical dissociation as a way out of their problems, and if depressed are anxious rather than retarded, and so rarely do well with E.C.T. They may have driving personalities, and generally a pyknic or athletic build. They put up a good fight against their symptoms, and try to stay at work in spite of them. One particular phobia or rumination may be creating severe anxiety, or their anxiety symptoms tend to become centred mainly on one topic. They may, for instance, have irrational fears of fainting in the street or at work, or be worried about an idea which they know is absurd in their more normal moments. One patient, for instance, could not get the word "syphilis" out of his mind, another was continually obsessed by thoughts of his wife's possible infidelity some years ago although he knew it was not really so; a third had phobias of harming his child, a fourth attacks of unexplained tension as he went about his daily work. Symptoms tend to vary in intensity, and it is interesting to find more patients of pyknic constitution in the groups showing improvement than in the groups not helped. As I have stressed, these are not patients usually helped by E.C.T., but because of their constitution may be liable to mood swings of tension and reactive depression.
It is broadly this particular group of patients that seems so far to have been helped sometimes by acetylcholine even after long periods of illness, and the failure of other methods, including psychotherapy, sedation and E.C.T. to help them. Such patients must, however, be distinguished from classical and full-blown obsessional neuroses with mental rigidity and presenting a host of varied obsessional symptoms and compulsive motor patterns of behaviour.
Another unexpected clinical finding has been at least a temporary relief of head pains associated with states of tension in some patients. After injections, these may ease dramatically, though they generally return again after a short time. Later in the course of treatment, they may become less severe and better tolerated. Two patients with distressing sub-mammary pain have also been helped.
Fiamberti has suggested that acetylcholine shock treatment helps thought disturbance in schizophrenia as opposed, for instance, to associated depressive trends, better treated by E.C.T. We have not been treating schizophrenics, but some of our patients have spontaneously commented on their increased clarity of thought, when helped by treatment, and a diminution of muddled thinking which accompanied their tension symptoms.
One patient, unable to concentrate on reading for a year and a half, was able to read two volumes of Churchill's Memoirs in a fortnight.
While some relief may be experienced after a small number of injections, it has proved well worth while to continue in many cases for up to 40 or more injections if improvement is being obtained. Fiamberti recommends over 100 treatments in patients with schizophrenia. But we have not reached this number in any of our neurotic patients so far. Generally, we try to give the treatment three or four times a week to start with and reduce the frequency later. Some patients seem to be helped by occasional maintenance treatments. There seems to be no need to provide too severe an acetylcholine shock reaction to get results. But those benefiting do not appear to be unduly alarmed if this occurs and still continue to attend-in marked contrast to the behaviour of hysterically anxious patients, who become so easily upset with their first severe acetylcholine reaction.
St. Thomas's is centrally placed in London and, now having a specially equipped and staffed out-patient treatment unit with its own waiting-room and rest cubicles, &c., this allows a whole variety of such treatments to be given on an out-patient basis instead of needing hospital admission. Patients therefore get off from work for an hour, have this treatment, rest if necessary, and then return to work again. We hope in this way to be able eventually to assess its value with greater certainty than we can do at present and report our final results after a longer follow-up period.
